Introduction
Spontaneous bladder rupture is an uncommon clinical situation. Generally blunt is seen as iatrogenic, and penetrating trauma. Diagnosis and treatment; in reviewing cases overlooked or skipped, with potentially dangerous, requires urgent treatment. Spontaneous bladder rupture, infravesical obstruction, bladder tuberculosis, long-term cystitis, bladder diverticulum, bladder cancer after radiotherapy, and pelvic region as a result of weakening of the bladder wall can be seen. In this case, a patient who presented with abdominal pain and hematuria symptoms, which emphasized the importance of the systemic examination and questioning resumes in the emergency department after radiotherapy in the late period is bladder rupture.
Case Report
A 52-year-old female patient with diffuse abdominal pain applied to our emergency department with complaints of high fever and hematuria. For 10 days, the lack of oral intake, a decrease in urine output for 3-4 days, for the last 24 h on the patient's blood in the urine, indicating that for the last 3-4 hours, was intermittent abdominal pain and fever. Background in questioning; in 1999, he underwent an operation because of cervical cancer after operation without knowing the number of fractions and total dose. In 2000, radiotherapy was performed in the lower abdominal region for the disease. Four years ago, a transobturator tape was applied with complaints of urinary incontinence surgery.
On physical examination, rebound and defense were suspected to be positive. We found an approximately 0.5-cm defect in the suprapubic midline abdominal incision scar, and this scar was inflamed (Figure 1 ). The patient's vital signs were as follows: fever, 39.8°C pulse, 97; respiratory rate, 18/min. Laboratory tests revealed the following: TA, 100/60 mmHg; Kre, 3.81 mg/dL; BUN, 41 mg/dL; Na: 133 mmol/L; K, 5.5 mmol/L; Cl, 97 mmol/L; INR, 1.55; Hb, 6.9 g/dL; Htc, 22.7%; MCV, 66.8%, WBC, 17920 K/uL; PLT, 377000 K/uL; TIT, 349 leukocytes and 257 erythrocytes; density, 1012; pH, :5.5; the blood gas; pH, 7.55; HCO 3 , 16.8 mmol/L; and SO 2 , 98.4%. The patient underwent cold application and antipyretic treatment and was intubated because of macroscopic hematuria; a urology consultation was requested and a BT cystography was performed. The ekstraluminasyon of contrast agent given in BT cystography, which bladder defect in the abdominal wall toward the front wall and paravezikal field, was followed ( Figure 2 ).
Ertapenem was initiated to patients with signs of peritonitis. Two units of packed red blood cells and fresh frozen plasma were given to the patient who had a history of using warfarin sodium. The patient were internalized by urology, the patient was followed for probe, and was informed about the follow-up and surgical options.
The patient who did not accept surgical treatment due to the declining number of complaints after the follow-up probe was discharged with the probe. The patient whose complaints repeated after 6 months, cure was achieved after surgery.
Discussion
Radiotherapy to the pelvic region can be applied to several types of cancer; however, adjacent organs such as the bladder, ureter, and rectum are exposed to the serious side effects of treatment. Following curative radiotherapy, the rate of serious side effects developing in primary cancer has been reported to be approximately 10% and for urological complication, it is approximately 3%, and the rate depends on the dose of radiotherapy, fraction of the dose, and volume of irradiation (2) . Pathological changes in the bladder of radiotherapy is a wide range. Abnormalities such as inflammatory infiltrates, fibrosis, cellular atypia, and necrosis, can cover the entire wall of the bladder and can also lead to vascular pathologies. These changes can lead to spontaneous perforation as a result of structural weaknesses in the bladder, and they are also considered to result in the formation of hematuria, fibrosis, cystitis, contractions, and fistula (2, 3).
In adults, following radiotherapy, the timing of these perforations was reported to be a period of approximately 15 years. Although repeat episodes are known, they should be treated as acute when detected (4). In our case, this time has been seen as about 13 years and it is similar to literature.
In English literature, the first case of spontaneous bladder rupture associated with pelvic radiation was reported by Altman and Horsburg in 1966 (5). The incidence of spontaneous bladder rupture is unclear (4). Fujikawa et al (1) reported the rate of spontaneous bladder rupture to be approximately 2% in 271 Japanese patients with radiotherapy complications.
The most common location for intraperitoneal perforation is the dome or the posterior bladder wall. This situation is explained by the fact that the posterior bladder wall or dome is the weakest point. In our case, it was detected in the perforation of the bladder anterior wall. The reason for this is probably trauma to the anterior bladder wall in the operation for cervical cancer or radiotherapy irritated after denser in this area.
Intraperitoneal rupture is more common than extraperitoneal rupture. The classic sign of intraperitoneal rupture is a sudden pain in the suprapubic region, making it difficult to urinate. Although initial findings are minimal in the beginning, they may reveal the signs of peritonitis on physical examination. We also detected the signs of peritonitis in our case. Cystography is the most accurate and precise method in the diagnosis of bladder rupture (6) . BT and USG contrast are the other diagnostic methods, but they are not as sensitive as cystography.
Laboratory findings may show us spontaneous bladder rupture similar to radiological diagnostic methods. As a result of reabsorption through the peritoneum of urea and creatinine spreading from the bladder to peritoneum, blood, urea, and creatinine levels significantly rise. Due to the similarity between acute renal failure and many of these laboratory findings, intraperitoneal bladder rupture is difficult to identify (7). We identified similar laboratory findings in our case, and we thought acute abdomen and a preliminary diagnosis of ABY in the first place.
Although the mortality rate is as high as 25% in the diagnosis passing 24 h, it can be minimized with proper diagnosis and immediate surgical correction (8) . In our case, no surgical operation was performed because the patient refused surgical intervention and the number of complaints with follow-up with probe declined.
In conclusion, in a patient presenting with complaints of fever, abdominal pain, and hematuria to the emergency department in the presence of creatinine elevation and peritonitis symptoms, bladder rupture should be suspected if the patient has a pelvic radiotherapy history.
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